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rs. Denise B., born in 1926, consulted for a 6-month history
f left nasal obstruction accompanied with left lacrimation,
ye pain without decreased visual acuity. General condition
as maintained. Past medical history revealed HBP treated
ith Enalapril and Trimetazidine. Sinus CT-scan with iodine-
ontaining contrast media and sinus MRI were requested
Figs. 1—4).
uestions
uestion 1: Two distinct pathologies are observed on both
maging. What is your interpretation?
Question 2: How do you complete the radiological
xamination?
Question 3: What management do you choose to treat the
ndonasal lesion knowing that biopsy revealed a malpighian
arcinoma with no meningeal involvement and that radio-
ogical examination evidenced neither cervical adenopathy
or distant extension of the tumor?
Question 4: What treatment do you choose for the second
athology?
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uestion 1: There are two distinct pathologies on these
maging, what is your interpretation?
Imaging evidenced a bulky tumoral process involving the
eft anterior and posterior ethmoidal cells, the left maxillary
inus, and the left nasal fossa.
This lesion presented with a necrotic change in its mid-
le.
Besides, there was a left intraorbital extension of the
umoral process with bone lysis of the ethmoidal cells
nd ethmoidal planum. Inﬁltration and invasion of left
uperior and inferior retrobulbar fat eroded aspect of the
ight medial rectus muscle, slight deviation of the globe
o the left. There was no involvement of the sphenoidal
inus.
Evidence of two bulky aneurysm formations involving the
ntracavernous portion of the internal carotid artery.
Question 2: How do you complete the radiological assess-
ent?
3 D CT-angiography in order to evaluate the bilateral
neurysm of the internal carotid artery (Fig. 5).
Question 3: What management do you choose to
reat the endonasal lesion knowing that biopsy revealed
malpighian carcinoma with no meningeal involve-
ent and that radiological examination evidences nei-
her cervical adenophaty nor distant extension of the
umor?
We propose surgical removal of the malpighian carcinoma
nvolving left nasal and maxillo-ethmoid area via transfa-
ial approach with left orbit evisceration and removal of
he inferior rim of the orbit and of the inferior eyelid; the
served.
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At pluridisciplinary concertation meeting, we propose
postoperative concomitant radiochemotherapy.
Another alternative to discuss would be induction
chemotherapy with evaluation of therapeutic response andFigure 1 Sinus CT-scan with iodine-containing contrast
media. Axial section.
absence of meningeal invasion do not justify a neurosurgical
approach.
Deﬁnitive histopathological examination revealed that
the patient had a keratinized left nasosinusal non angioinva-
sive malpighian carcinomawell to moderately differentiated
without peri-nervous sheathing invading the left subcu-
taneous jugal tissue, the inferior and middle turbinates
and the left inferior eyelid; no invasion of the ocu-
lar globe was observed. Evaluation of surgical sections
made from the surgical pieces was difﬁcult due to
material fragmentation. On the exenteration piece, we
observed tumor invasion of the deep posterior inferior
Figure 2 Sinus CT-scan with iodine-containing contrast
media. Coronal section.
F
sigure 3 Sinus MRI with gadolinium injection, T1-weighted
equence. Axial section.
ection in the internal part of the piece. Stage pT4a
ccording to the Union for International Cancer Control
UICC).igure 4 Sinus MRI with gadolinium injection, T1-weighted
equence. Coronal section.
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[igure 5 3D CT-angiography (3D-CTA). Anterior view.
e-examination of surgical indication or radiotherapy or
adiochemotherapy.
Question 4: What is your therapeutical management of
he bilateral carotid aneurysm in cavernous sinus?
In both bulky aneurismal formations involving the intra-
avernous portion of the internal carotid artery, there is no
peciﬁc treatment, neither surgery nor interventional radi-
logy.
Both techniques would be life-threatening procedures;
oreover, there is a probability that aneurysms might be
ncient and remain asymptomatic for a long period of
ime.omments
neurysm of the intracavernous and/or intrapetrous portion
f the internal carotid artery is rare. In a review of the lit-
[
[R. Tourniaire et al.
rature, 56 cases were reported [1—5] the most recent case
ating back to 2002 [3].
A common location for intracranial aneurysm is the
ifurcation of the arteries or the segmental occlusion
f embryonic collateral arteries because of the weak-
ess of the arterial wall lacking in arterial media
5].
The intrapetrous portion of the internal carotid artery in
compact bone canal could probably limit the development
f aneurysm. In its intracavernous portion, aneurysm has
ewer limits to expansion.
In our clinical case, it was a fortuitous discovery during
maging examination for endonasal tumor.
3D-CTA with acquisition sections after intravenous bolus
njection of iodinated contrast media is essential in order to
ssess these aneurismal lesions.
Actually, cases of internal carotid aneurysms biopsed
y mistake have already been reported [1] with dramatic
emorrhagic consequences.
In the absence of epistaxis, pulsatile nasopharyn-
eal mass or otorrhagia, surgical or neuroradiological
rocedures must not be chosen. In cases of severe hem-
rrhagic complications, balloon occlusion of the carotid
rtery is the choice procedure after clamp test in
rder to check good arterial supply via Willis poly-
on.
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